BOTRYOID sarcoma of the vagina in children is a rare tumour and any one observer may well not encounter a single case during his working life. Thus opinions expressed on the tumour's natural history based on single cases may not reflect the properties of the majority. To this circumstance one must probably attribute statements in even the more recent literature that sarcoma botryoides is a tumour which is mainly locally invasive and rarely metastasizes (Duncan and Fahmy, 1953 ; Ulfelder and Quan, 1947 ; Sharp and Helwig, 1959 ; Taylor, 1958 : MacGregor, 1960 . It would appear likely that this misconception is due to one of two circumstances. In the first place local spread may cause compression of the ureters resulting in hydronephrosis and death due to uraemia before the growth has had time to produce metastatic deposits. Secondly, the diagnosis is made not infrequently in hospital, but the patient is allowed to return home and as often no autopsy can be arranged, no records are made available as to the ultimate features. On the other hand it must be admitted that some botryoid sarcomas do run a protracted course and metastasize late. Thus Daniel, Koss and Brunschwig (1959) recorded a case (their case 5) in which death occurred 6 years after the appearance of the first symptoms. This (Fig. 1) . The pelvic organs were removed en bloc and bisected sagittally. Altogether they weighed 2750 g. The vagina was grossly distended, measuring 6 cm. in diameter, and filled with grape-like tumour masses (Fig. 2) . The tumour was found to have spread into the vaginal wall, the cervix, all but the fundal part of the uterine body, the bladder and both parametria, and had given rise to a large tumour mass behind the uterus which had obliterated the pouch of Douglas. The rectal wall was not involved. The distal part of the left tube and the left ovary were identifiable, the right-sided appendages had been incorporated in the retro-uterine mass. In the bladder the growth, which was still covered by intact epithelium, had formed low polypoidal protuberances, producing a cobblestone appearance. The para-aortic lymph glands were grossly enlarged and coalescing, forming tumorous deposits, measuring up to 10 cm. in length. Further involved lymph glands were found in the anterior mediastinum and in the right infraclavicular region. Multiple buttonshaped subpleural deposits were present in both lungs. (Fig. 4) . No intereellular mucin was demonstrable.
P08t-mortem material (59/2680).-Nineteen blocks were cut from various sites. The sections from all showed a cellular pleomorphic sarcoma, the cells of which usually lacked any differentiation. Only after prolonged search a few cells were found in sections from the omental mass, which displayed definite cytoplasmic cross-striation (Fig. 5) . Mitotic figures were present throughout in moderaju-e numbers. On the hepatic and splenic surfaces the tumour layer was superimposed loosely onto the intact capsules. In the 4th left rib and in S I the neoplasm had grown diffusely, replacing the bone marrow and resulting in partial or complete destruction of bone trabeculae. The tumour displayed a pronounced tendency to form polypoidal masses on the surface of hollow organs, such as bladder, cervix and vagina, whilst the same tendency was noted in preformed microscopical cavities, such as bronchi (Fig. 6 ), alveoli and lymph gland sinusoids (Fig. 7) Farinacci, Fairchild, Sulak and Gilpatrick, 1956) , whilst the occurrence of this tumour type in bladder and urethra of both sexes, and in the prostate, though rare, has been known for many years (Eibergen, 1952 ; Hanbury, 1952 ; Mostofi and Morse, 1952 (1959) , it would be more accurate to postulate a derivation from tissues of cloacal origin. Amolsch's (1937) case is often quoted wrongly in this connection, as this was not a botryoid sarcoma of the vulva, but a metastasizing myxoid sarcoma, possibly a fibrosarcoma, of the vulval subcutis.
Considering the identical structure of botryoid sarcomas arising in such different sites as the nasopharynx and other areas of the head, and in the common bile duct, as well as in the pelvic organs, it is difficult to understand why many authors have, and are still adhering to the tenet that botryoid sarcomas o'f the urogenital tract can only be derived from elements of the Miillerian or Wolffian ducts. Willis (1948) has discussed the unlikelihood of such theories.
The histological picture of botryoid sarcoma is uniform and monotonous. It presents as a small-celled undifferentiated mesenchymal neoplasm, the cells of which, at least in the primary growth, are usually separated by much oedematous fluid. According to some observers mucins may be demonstrated in the latter, but in the present case all special mucin stains have been uniformly negative. Below the epithelium of the polypoidal masses the growth tends to be more cellular, forming what has been termed a cambium layer, as it is reminiscent of the cellular zone interposed between the bark and the wood of a tree. Multinucleated tumour giant cells have been occasionally noted in this tumour in adults, but were present in our case and signify probably no more than rapid cell division.
Botryoid sarcomas in children, as already stated, are completely anaplastic tumours except for the occasional differentiation into rhabdomyoblasts which, incidentally, are rarely present in the advanced stages of the disease. This finding raises the question whether the neoplasm should be regarded as a rhabdomyosarcoma, and this term has in fact been used by some authors. However, reasons can be adduced which make it unlikely that botryoid sarcomas represent striped muscle tumours. In the first place most of them occur in organs and tissues where normally no striated muscle is present. Secondly, the cervical and uterine counterpart in adults may also show differentiation into smooth muscle, fat, cartilage and bone. This suggests a retained pluripotential property of the growing mesenchyme, which for unknown reasons is limited in the tumours of children to primitive rhabdomyoblasts.
Aberrant differentiation is well known in both epithelial and mesenchymal growths : squamous metaplasia can be observed in cancers of the gut, breast, stomach, uterus, ovary, gallbladder and other organs, adenocareinomata may arise in bladder and renal pelvis (Willis, 1958) , uterine fibroids may be transformed into " fatty fibroids ", consisting of adipose tissue only, and much fatty tissue can arise in the stroma of adenomas of the thyroid (Willis, 1948) , of the parathyroid (Ober and Kaiser, 1958) , and thymic overgrowths (Shillitoe and Goodyear, 1960) . Bone and cartilage may be formed in lipomata and other benign growths (Plaut, Salm and Truscott, 1959) , in tumours of the urinary tract (Pang, 1958) and of the soft tissues (Salm, 195( ) 
